DR CHANTRAINE (Switzerland). I was glad to hear Dr Perkash's paper because he insists on the difference between anal sphincter and urethral sphincter examinations. Since 1964 we have described the difference between both sphincters, but I would ask him what do you mean by peri-anal and peri-urethral EMG because if you are not with your needle in the sphincter itself you get a different picture on the EMG and that may explain that picture which you showed during the burst of spasticity in the anal sphincter where you get a different picture. In my experience, when you have a burst of spasticity in the thigh you get it also in the sphincter except if you have a peripheral nerve problem of one of the sphincters.
DR PERKASH. I did try to show that the needle for peri-anal is inserted just around the anal margin within half a centrimetre of the anal margin either at the I o'clock or the II o'clock position, and the needle for the peri-urethral is placed with the left finger in the rectum feeling for the prostate. This is a 23 gauge needle about 2 inches long, has to be inserted just touching the prostate and then to be withdrawn by a couple of milli metres. That is the optimal position where the periurethral striated muscles are in the urethra. They are the muscles which basically provide the control of that part of the urethra, whereas peri-anal muscles are different phylogenetically, either you call them anal or perianal. I could demonstrate these studies together simultaneously on DI500 where I could watch two channel EMG at the same time with the same kind of needle, but needles remaining in the two different positions. In patients with spasticity I was able to see that in 4 out of 50 (8 per cent) patients, the motor units detected in the lower extremity, in the thigh, were also being seen in the anal sphincter. I could not see those motor units in the periurethral muscles. In one patient out of 50 I did see spread to the periurethral.
Chairman. It is very important to make it clear whether Dr Perkash is right or wrong because there are these two techniques and not many people use EMG systematically in the evaluation of neurogenic bladders. Our series is msaller than yours-we have 40 or 50 cases which we have analysed critically with upper motor neurone lesions. Whenever we had a spread to the anal sphincter, we usually had a concomitant spread to the urethral sphincter. I think it is a common clinical operation that patients who become more spastic due to an ingrowing toe-nail or something like that, usually experience more. difficulty in voiding and yet no apparent disturbance of the neurogenic bowel or defecation So I should like to know whether Dr Madersbacher has made similar observations. We know that there may be dissociations between anal and urethral activity but we have seen commonly, that when patients prove to be spastic during cystosphincterometry, they usually had at the same moment concomitantly an increased urethral spasm.
DR MADERSBACHER (Austria). I have one comment and one question. When I measured the periurethral EMG in female persons, it was very easy to stick the needle just where you want to have it, but especially when you have the integrated EMG it is very hard to distinguish between artefacts coming from the flow of the urine through the urethra. Have you had the same observations and how can you really distinguish in the integrated EMG between these artefacts and real activity? DR PERKASH. I did not show integrated EMG, I showed the actual motor unit activity. If you have an integrated EMG then you can certainly combine all these artefacts. I do not rely on integrated EMG in these studies because I like to see the motor units on the oscilloscope and also I like to hear the sound, so that I can see and hear what exactly is there rather than integrating the EMG. I certainly agree that integrated EMG with the electrode on the catheter which Dr Bradley devised even with the surface PARAP LEGIA electrodes you do not give optimal EMG. In fact, I made studies where I simultaneously studied the urethral EMG with the electrode wire on the catheter and also with the periurethral needle. There is a difference in the activity and you can see lot more artefacts on catheter electrodes.
Chairman. There are a lot of manufacturers selling now apparatus with integrated EMG and that is a pitfall. In my experience different responses of perianal and peri urethral EMG I have only seen in incomplete lesions so far and in children with myomye lingoceles but not in complete paraplegics with what we call upper motor neurone lesions. But maybe there are these difficult cases in what are called sub-supra sacral lesions where there might be differences. DR H. FRANKEL (G.B.). Could I ask a question of Dr Perkash and Dr Dollfus whether they can assist me in understanding those patients who can only micturate either during defecation or with a finger in the anus with various manoeuvres. I noticed Dr Perkash had a balloon in the rectum of the patient. I didn't know whether it was for measuring or for stimulating.
DR PERKASH. Unless you have a finger in the rectum and you stretch the finger only then you get artefacts. Actually you don't get artefacts but what happens is, if you do an anal stretch the next 16 or 20 seconds you can have a complete relaxation of the peri urethral sphincter and this is on the basis of reciprocal innervation. If you have a very fine catheter size 10 with a small rubber balloon on it, unless you put in more than 2 or 3 ccs it does not make any difference in the EMG and we have done those studies with and without it. Rectal balloon catheter is to differentiate bladder contractions from intra abdominal pressure.
DR DOLLFUS (France).
We have had experience that many patients start to void when they defecate and I would suggest that there is a synergia between the relaxation of the external sphincter and the anal sphincter. These are clinical findings as probably many other people have found, also that people do void better when they trigger off their micturition by using a digital excitation. And this is sometimes, as Maury has pointed out, the best perianal trigger point in some cases. DR GIRARD (France). I was very pleased that Dr Perkash gave us this paper on the difference in activity between anal and striated urethral sphincter, because we have seen that with Dr Minaire over some years, and we have spoken at Stoke Mandeville in 1977, but in France other persons do not agree with that and particularly Dr Isch and Dr Giselle.
DR PERKASH. There are 10 patients in this group that I presented who have incomplete cauda equina lesions. I agree that probably you will not have much problem if you are studying patients above TIl lesion. However, once you are below TIl with incomplete cauda equina lesions then you are not going to get the information because peri-anal may be denervated whereas peri-urethral may be intact.
